Patients undergoing vascular procedures and with C.Diff inf are at increased risk of death, have a higher hospital total cost, longer LOS, and more likely to go through dialysis. C.Diff inf in vascular patients will lead to loss of revenue for hospital systems. Objectives: Percutaneous access and repair of femoral arteries (Perclose technique) for endovascular aneurysm repair (EVAR) has been described; however, its role in the management of ruptured aortic abdominal aneurysm (rAAA) is yet to be defined. The aim of this study was to evaluate whether percutaneous access and repair of femoral arteries for ruptured EVAR (rEVAR) can be safely performed.
or died during the index procedure were excluded. Demographics, operative time, and type of procedures performed were analyzed. Outcome measures included percutaneous closure device success rate, access site complications, and need for reintervention.
Results: A total of 226 rAAA presented to our institution during this time period, and 76 patients underwent successful rEVAR, for a total of 152 common femoral arteries analyzed. There were no differences in the baseline characteristics of those who had an attempted percutaneous access vs those who did not (Table) . Perclose technique was attempted in 74% of patients and was successful in 87.5% of patients. A total of 67% of the Perclose failures were treated with a primary repair, and 33% required a patch angioplasty. Complications after percutaneous repair were rare (6%) and included the following: one patient required a thrombectomy and fasciotomy on postoperative day 1, two patients developed femoral arteries pseudoaneurysms, one resolved without intervention and one was repaired 3 months after rAAA. None of the percutaneous access or repair patients developed wound infections. Operating time was significantly shorter in patients that had percutaneous repair (136 minutes vs 221 minutes; P ¼ .04). Hospital length of stay was not different between successful Perclose, failed Perclose, or no attempted Perclose (9 vs 16.9 vs 15.8 days, respectively; P ¼ .071). Mortality was not different as well (18.4% vs 25% vs 23.8%. respectively; P ¼ .885).
Conclusions: The Perclose technique of common femoral artery for rEVAR is feasible and can be performed with excellent results. Furthermore, the Perclose technique leads to shorter operative times, which can be crucial in these acutely ill patients. Complications are few and did not impact length of stay. We recommend an aggressive percutaneous first approach for the management of these patients. Methods: During a recent 4-year period, 2779 patients underwent 6200 minimally invasive procedures at a state licensed/American Association for Accreditation of Ambulatory Surgery Facilities-accredited OBSC. Age ranged from 21 to 99 years (66.5 6 13.31 years). There were 1852 women (67%) and 928 men (33%). Exclusions included weight >350 pounds, American Society of Anesthesiologists (ASA) Physical Status Classification class IV to V, and potentially complex and long procedures. In group 1 (venous), 5% patients were ASA I, 61% were ASA II, 32% ASA III, and 2% were ASA IV. In group 2 (arterial), no patients were ASA I, 74% were ASA II, 24% ASA III, and 3% were ASA IV. Only local anesthesia with or without conscious sedation was used. Group I had 5783 venous procedures (vein ablation in 3491, iliac vein stenting in 2292), group II had 238 arterial procedures (femoral/popliteal in 125, infrapopliteal in 71, iliac in 42), group III underwent 129 arterial-venous accesses, and group IV underwent 51 inferior vena cava filters. Arterial closures devices were used in all arterial interventions.
Results: Only 5% of patients were deemed ASA class IV (all on hemodialysis). There was no OBSC death, major bleed, acute limb ischemia, myocardial infarction, stroke, or hospital transfer within 72 hours in this patient population. Complications not requiring hospital care occurred in 14 patients (0.5%). One-month mortality occurred in nine patients (0.32%). No significant differences in outcomes were noted among the four groups. Effectiveness among the various procedures were comparable to the ones published in the literature and will be presented.
Conclusions: These data suggest that is safe to use OBSC for minimally invasive, noncomplex vascular interventions in patients with low and moderate cardiovascular procedural risk.
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Computed Objectives: We performed a multicenter, prospective observational study evaluating radiation exposure during abdominal aorta aneurysm (AAA) endovascular repair (EVAR), performed under intraoperative guidance with preoperative computed tomography angiography (CTA) fusion in a modern hybrid room.
Methods: Between February and November 2016, all consecutive patients with AAA treated with a bifurcated infrarenal sealing endograft in a hybrid room under fusion imaging-guidance were prospectively enrolled with full patient consent in six aortic centers (United States, n ¼ 1; Japan, n ¼ 1; and Europe, n ¼ 4). Patients with planned additional procedures (ie, embolization of an internal iliac artery, adjunctive branch endografting, etc) and patients treated in an emergency setting were excluded. All centers underwent initial training and monitoring and used a common dose protocol for both fluoroscopy and angiography following the As Low As Reasonable Achievable (ALARA) principles. Demographic data including body mass index (BMI), indirect dose-area product (DAP), cumulative air-kerma (CAK), and variables influencing dose delivery and contrast media volume were also collected. Results are presented as percentage and 95% confidence interval, or median with interquartile range (IQR).
Results:
The study enrolled 85 patients (90.4% men). Median age was 75 (IQR 69-81) years, and median BMI was 27.4 (IQR 24.7-30.6) kg/m 2 . Median time to prepare the fusion mask on the workstation was 5 minutes, and median registration time was 4 minutes. Median DAP and CAK were respectively 14.7 (IQR, 10.0-27.7) Gy.cm 2 and 107 (IQR, 68.0-189.0) mGy. Median contrast medium volume was 47 (35.0-70.0) mL, equivalent to 14.1 (IQR, 10.5-21.0) g of iodine. Primary technical success was 100%, and additional unplanned procedures after the completion angiography were performed in 13.4% of cases. Median DAP per center were, respectively, 28.1 (n ¼ 16; IQR, 12.6-47.1), 15.9 (n ¼ 11; IQR, 11.9-22.5), 14.2 (n ¼ 12; IQR 10.9-25.7), 20.2 (n ¼ 18; IQR, 7.0-39.5), and 10.3 (n ¼ 27; IQR, 8.2-14.7) Gy.cm 2 (P ¼ .015). Conclusions: After a brief training and following the ALARA principle in a modern hybrid room, low levels of radiation and contrast medium volume were achieved by all teams. This demonstrates that previously published low dose reports during EVAR are achievable in most centers. CT fusion guided EVAR can significantly reduce radiation to both the patient and the operator.
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A New "Angle" on Aortic Neck Angulation Measurement Mark Rockley, Prasad Jetty. University of Ottawa, Ottawa, ON, Canada
Objectives: There is growing evidence that severe infrarenal aortic neck angle is an important predictor for EVAR failure. While the gold standard to measure this important angle is a three-dimensional (3D) centerline measurement, many surgeons rely on estimations of angulation based on coronal and sagittal computed tomography (CT) views. Unfortunately, neither of these 2D views accurately represents the true angle (Fig 1) . In response to this need, our group has developed a novel trigonometrybased formula (the "paired angle formula"), which uses coronal and sagittal measured angles to calculate the true angle (Fig 2) . This study aimed to compare the novel paired angle formula with gold standard 3D centerline measurements for estimating the true aortic neck angulation.
Methods: Fifty randomly selected patients treated by EVAR at The Ottawa Hospital between 2010 and 2015 were studied. 3D centerline aortic neck angle measurements were made by radiology staff using Aquarius iNtuition. The paired angle formula was applied by a vascular surgeon, resident, and student using 2D coronal and sagittal angles from CT imaging to estimate the true angle.
Results: Of the 50 patients selected, 47 had preoperative and postoperative CT imaging. The average age at time of procedure was 78 years; 74% of patients were male, and average preoperative aneurysm diameter was 5.73 cm. The average pre-EVAR neck angulation estimated by 3D reconstruction was 39.9 (2 -84 ) compared with 41.1 (7 -89 ) by the paired angle method. Continuous analysis: A total of 94 scans were analyzed, of which 93 were performed with contrast. Linear regression found that 3D centerline aortic neck angle measurements were significantly and strongly associated with paired angle formula estimates from all three users (R 2 values range, 0.92-0.96; P < .0001). Average user estimate deviations from true angles ranged from À5% to +19%. Categoric analysis: The paired angle formula accurately predicted severe angulation (>60 ) in pre-EVAR scans for each independent observer when compared with gold standard measurements (P < .001). Interobserver agreement: The paired angle formula was reliable across observers, as the interobserver agreement was high. The Pearson correlation coefficient was calculated as 0.87 for the resident and 0.88 for the student, with the surgeon set as the standard.
Conclusions: This study demonstrates that the novel paired angle formula accurately and reliably estimates the true infrarenal aortic neck angle. The formula also emphasizes the fact that the true aortic neck angle is larger than an isolated 2D view. Furthermore, this relationship is nonlinear, and may have severe medical and possibly legal implications if not appreciated in EVAR planning.
